Massive Lung Collapse 



Chest X-ray PA view cruet 
Homogenous opacity right side thorax 

No broncho vascular marking in right 

No air bronchogram 

Tracheal shift to right 

Cardiac fmediastinal) shift to right 

Crowding of ribs right 

Right diaphragm dome and 

Right cardiac border obscured 



Signs of pull-same side 
Right lung collapse 

1 TracheaI shift lo nght side—arrow 
3 Cardiac shift lo right side—Arrow 

3 Loss of rig hi dome diaphragm outline—arrow 

4 Loss of right heart bo rtf&r outline 
Massive total collapse right side 


Ftg. 3.2 : Chest X-ray showing massive lung collapse 















Massive Pleural Effusion 



unlo 


Chosl X-ray PA view orocl 

Opacity nghi homiihoro* 

Right diaphragm dome obscured 

Right cardiac border obscured 

Nu air brorTth&gram/bfonchova5Cular markings 

Signs of push- mediastinal shin Id toft Iracheal shifi lo left 

widened, i.a spaces 

Increased thoracic volume right side 



Signs of push-opposite side 

1 Opacity fight hemilhora* 

2 Tracheal shift In loll side 

3 Mediastinal shift lo left-black arrow 

J Right diaphragm dome obscured-black arrow 
5. Right cardiac border obscured 
Right massive pleural effusion in tension 


Fig. 3 .1: Chest X-ray showing massive pleural effusion 
















Massive Consolidation 



Chest X-ray PA view erect 
Homogenous opacity tofi sidt 1 thorax 

iNo volume los& 

1. An bronchogram 

2. Loss of lefi heart border silhouette 

3. Lull dome diaphragm well seen 
A No evidence of push/pull 

5, Normal CP angles 
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No sign* q# push/pult 

1. Homogonous opacity lofl side ItlorftK 
2 Crassic alfbfdnchpgram 

3. Loss of left heart border silhouette 

4. Loft diaphragm dome well seen 
Coneolidntion left lung upper lobe including lingular 
segment 


Fig, 3,3: Chest X-ray showing massive consolidation 














Post-pneumonectomy (Fig. 3.4) 



Loft side posl-pneumonectomy 

Evidence of nb resection left aide 
Opacity felt side ihorax 
Reduced left side thoracic volume 

Marked signs of pull 
tracheal shift lo felt 
mediastinal shift to I ell 
crowding ol left side ribs 
left heart border obscured 
loft diaphragm dome obscured 


Bitnlorn Page 



Signs of pull 

1. Tracheal shift to lefi side 

2 Mediastinal shift to left 

3 Left heart border obscured 

4. Left diaphragm dome obscured 

5. Opacity lelt horrtilhorax 

6. Air trapped postoperative complication 

7. Rib resection-evidence of surgery 
S/P post-pneumonectomy left lung 


Ftg. 3.4: Ch&st X-ray showing post-pneumonectomy changes 













Upper Lobe Consolidation (Fig* 3,6) 



Consolidation righl upper lobo 

Opacity right upper zone with air Prone hog rarn 
Right heart border and nght diaphragm dome well seen 
No loss of lung volume 
No signs of pull/push 

Fig. 3.6; Chesl X^ray showing upper fobe consohdaiton 














Left upper lobar callnp&e 

Opfldty In left upper tobe region 
Faint air tironchograrm seen in that opacify 
Reduction in lung volume signs of pull 
Mediastinal shift to led (l rath cm and heart) 

Lett hilum abnormally high up 

LeN diaphragm dome pulled up. fossm of normal doming 
Crowding of ribs in loft upper zone 
Left lower zone vasculature is distorted 



1. Opacity toft upper zone 

2. Loft hilum pulled up 

3. Left diaphragm dome pulled up (ten-ling) 

4. Crowded ribs 

5. Tracheal shift 

Signs of local pull reduction in focal lung 
volume 


Fig. 3.7 : Lobar collapse—left upper lobe 









RigM Upper (pbe collapse 

there is a triangular opacity in nght upper lobe. 

The minor fissure rind nghl hifum nro markedly pulled op 
Wole the crowding of ribs in rig hi upper zon e. 


1- Collapsed right upper lobe signs of pull due lo 
reduction In lung volume 
2 Minor fissure pulled up 
3. Right hi him pulled up 
A. Normal left hilum 


Fig. 3.B: Lobar collapse-right upper lobe 















Pleura! Effusion 




Chest X-ray PA view cruet 

Opacity fight lower zone 

Opacity centered at right CP angle the opacity has concave 
upper border 

Opacity extends along right costal pleura 
Right diaphragm dome obscured 
Rig hi cardiac border obscured 
No air bronchogram 
No signs of pull/push 


Lino diagram 

1. Opacity right lower zone 

2. The opacity has concave Upper border 

3. Right cardiac border obscured 

A Right diaphragm dome obscured 
Moderate right pFeural effusion 


Fig, 3,12: Chest X-ray showing right pleural effusion 














A well defined oval shaped mass ieskm in Jolt parahllar region, a wen-defined mass lesion in left lung 

mass has well-defined borders. Since the hilum is seen through midzone-Blue mass 

the mass, the mass is not in ptane with Ihe hilum (Hilum overlay 

sign). The mass Is abutting the left main bronchus. Since the 

posterior ribs do not show any erosion, the mass in this patient 

is anlenorly placed 

Fig. 3.13: Chest X-ray showing a mass lesion 



Superior sulcus 

TuniQur/PancoasI tumor 
1 Right apical mass 
2. Salt tissue extension 
3 Paralysed nght dome 

Fig. 3.14: Chest X-ray lung mass showing pancoast tumor 
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Tuberculoma 

Thin is (lie Jii os I common bacterial infection that can produce a SI^N. The X-ray features arc 
round ur oval, sharply circumscribed nodule. They are nften small* widespread am! puncliitc. 



There is a well defined single lesion, located in the right 
upper zone 

Since the mass lesion did not change iis morphology-sile r 
size, shape etc compared lo the previous X-rays the lesion 
Is more lively to bo a benign one 



The single lesion is located in right upper zone. 
The tumour doubling lime was more lhan two 
yeaFS. hence il is liX-oly to be benign. 


Fig. 3.17: Chest X-r*iy showing solitary pulmonary nodule (SPN) 












There is a well defined round lesion in leM midzone 
The lesion shows Necks oi calcific fod. 

The two small while arrows p*nl lo the well defined borders 
with no evidence of malignancy 



Tuberculoma is the most common cause of a 
SOlilary calcified pulmonary lesion In pur country 


Fig. 3.18: Chest X-ray showing tuberculoma in lung 















Multiple liny spots distributed throughout the lung fields 
with (he appearance similar to millet seeds. 

Note the normal background Jungs, folia. 


k * ■*!* - 


Multiple liny spots dlstribilled throughout (he lung fields 
with the appearance similar to millet seeds 
No evidence of loss or increase in fung volume, 


Fig. 3.19: Chest X-ray showing mullipte liny nodules 

























Chesl X-ray shows bilateral hilar lymphadenopalhy wrth Diffuse mediastinal calcified Lymphadenopathy, m our 
calcification There is an evidence of small calcific fed In counlry, is always due to tuberculosis 
(he lung zones also 


Fig, 3,23: Chest X-ray showing tuberculous lymphadenopathy 



















Ctiesi X-ray showing multiple bright nodules scattered Line diagram showing multiple very dense nodular 
1h roughen! the lung Almost uniformly, The lesions shadows scattered diffusely. thal is involving all 

are too bright and loo targe for them lo toe called miliary the five lobes ol lung Further the nodules do not 


tuberculosis .This is is case of stannosls 


show the same sliie 


Fig . 3.20: Chest X-ray showing multiple liny nodules—a case of pneumoconiosis 






















T he chest Xray shows The classic 1, 2, 3 sign of 
sarcoidosis 

1 -Right hilar lyrnphddenopathy 

3-Lett hilar Iymphadorropiilhy 

3-Right paralracheal lymphacftjroopalhy 




Noie [he lumf y. knobby bilateral mediastinal 
lymphadennpiithy 

Pleura is not involved in sarcoidosis. diiTerenimlmg 
other causes ol lymphndenopaihy. 


Fig, 3,24: Chest X-ray showing 1.2,3 sign of sarcoidosis 














Causes of Her fey Lines 

* Pulmonary edema 

- In lee! ions (viral, mycoplasma } 

- M i ira( val ve J iscase 

* Inlcrsltijal pulmonary fibrosis 

* t o ngen i la I heart d iscase 

* Alveolar cell carcinoma 

* Pulmonary venous occlusive disease 

m 

* Lymphoma idiopathic (in iheddcrly) 

* Pneumoconiosis 

* Lymphangiectasia 



Fig. 3.27: Chest X-ray showing typical Kerley 8 lines. Note: The parallel transverse lines (arrow) 
perpendicular lo pleural surface. The Kerley B lines are due to left ventricular failure in this case 




























Chesi X*r;iy showing butterfly wing shaped pulmonary odema m Note the normal sized heart with no 
a case of drowning The opacity Is in mid zone, bilateral with atr evidence of pulmonary hypertension 
bronchogram. 


Fig. 3 28: Chesi X-ray showing typical batwing opacity in pulmonary edema 

















Chest X-ray PA view 

Left side tension pneumothorax 
Signs ot push to right 

Trachea and mediastinum are pushed lo right side 
Note the density difference between two sides, right side 
normal, loft side hyperiucent 


Signs of push 

1, Col lap sod left lung 

2. Air under tension in ioM pleural cavity 
No broncho vascular markings 
Tracheal shift to ng.ht side? 

A Mediastinal shift to right sidi.? 
Tension pneumothorax left side 


Fig. 3.29: Chest X-ray showing tension pneumothorax 















Cheat X-ray PA (erect) view 

Note n large cavity in left lung upper zone 

The lumen certains a fungal ball 

The walls are thick, irregular 

Evidence of fibrosis (signs of pull) in upper tube is seen 
Fibrous-caveiffidus tuberculosis 


Fibrous cavernous tuberculosis 
l, Cavity with a fungal ball 
2 Thick walled cavily 

3, FlbroUc fibrous-cavernous tuberculosis 
cslrands showing signs of focal pull 

* left hilum pulled up 

* crowding of ribs 


Fig. 3,32: Chest X-ray showing cavilalion 
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Chest X-ray In erect PA view 

There is a large cavity with a horizontal fluid level 

indicating Infected cavity 

The cavity Is located in the right lower zone 




Lung abscess 

1. Thick walled cavity 

2 Air fluid level indicating abscess formation, 


Fig. 3.33: Chest X-ray showing lung abscess 













Chest X-ray in erect PA view Multiple cystic spaces with 
air-fluid level involving the entire left lower lobe lingufar 
segment and right middle lobe. Note both Ihe cardiac 
borders are obscured [silhouette sign) bilateral cystic 
bronchiectasis secondarily infected 


Bilaieral cystic bronchiectasis secondarily infected 
Bilal era! basal segments cystic bronchiectasis with 
multiple air-fluid levels within the bronchiecielic 
cavities. 


Fig, 3.36: Chest X-ray showing bronchiectasis 














